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Background: The reduction of the preterm delivery (PTD) rate is a maternal and child health target. Elevated rates
have been found among several immigrant groups, but few studies have distinguished between PTD according to
the mode of birth start. In addition, migrants’ birth outcomes have further been shown to be affected by the time
in residence; however, the association to PTD subtypes has not previously been assessed. In this study we
examined if the risk of spontaneous and non-spontaneous, or iatrogenic, PTD among immigrants in Norway varied
according to the length of residence and the country of birth, and compared with the risks among the majority
population.
Methods: We linked population-based birth and immigration data for 40 709 singletons born to immigrant women
from Iraq, Pakistan, the Philippines, Somalia, Sri Lanka and Vietnam and 868 832 singletons born to non-immigrant
women from 1990–2009. Associations between the length of residence and subtypes of PTD were estimated as
relative risks (RRs) with 95% confidence intervals (CIs) from multivariable models.
Results: In total, 48 191 preterm births occurred. Both spontaneous and non-spontaneous PTD rates were higher
among immigrants (4.8% and 2.0%) than among non-immigrants (3.6% and 1.6%). Only non-spontaneous PTD was
associated with longer lengths of residence (p trend <0.001). Recent immigrants (<5 years of residence) and
non-immigrants had a similar risk of non-spontaneous PTD, whereas immigrants with lengths of residence of 5–9 years,
10–14 years and ≥15 years had adjusted RRs of 1.18 [95% CI 1.03,1.35], 1.43 [95% CI 1.20,1.71] and 1.66 [95% CI
1.41,1.96]. The association was reduced after further adjustments for maternal and infant morbidity. Conversely, the risk
of spontaneous PTD among immigrants was not mitigated by length of residence, but varied with country of birth
according to the duration of pregnancy in term births.
Conclusions: Non-spontaneous PTD increased with the length of residence whereas spontaneous PTD remained
elevated regardless of the length of residence. Policies to improve birth outcomes in ethnically mixed populations
should address the modifiable causes of PTD rather than aiming to reduce absolute PTD rates.
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Preterm delivery (PTD) is strongly associated with peri-
natal mortality and morbidity [1]. As an indicator of ad-
verse pregnancy outcome, a reduction of the PTD rate,
in general, is a maternal and child health target. How-
ever, several subtypes of PTD have been identified, such
as spontaneous PTD, resulting from spontaneous start
of labour, and non-spontaneous, or iatrogenic, PTD,* Correspondence: isorbye@ous-hf.no
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unless otherwise stated.resulting from a medical intervention [2,3]. Although
the two subtypes share certain determinants, a distinc-
tion has been recommended to clarify the mechanisms
involved and to identify high-risk subgroups [4].
Preterm rates among migrants to high-income coun-
tries vary by the maternal country of origin [5-7]. In
comparison to majority populations, migrants born in
sub-Saharan Africa and Asia have higher PTD rates
whereas other groups experience lower rates [8-12].
Ethnic variation has also been found in the duration of
pregnancy at term [13,14]. However, the nature of thisLtd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and
iginal work is properly credited. The Creative Commons Public Domain
g/publicdomain/zero/1.0/) applies to the data made available in this article,
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mains contested [15,16]. Differences in the duration of
pregnancy could potentially influence PTD rates, espe-
cially among groups with short gestational lengths. This
would be more likely to influence spontaneous PTD
rates. Few studies of ethnic disparities in the risk of
PTD have differentiated between PTD subtypes and dif-
ferent methods for the determination of gestational
length have been used [8,17].
Preterm rates in migrants could be affected by pre-
migration exposures as well as by exposures after migra-
tion. Although a ‘healthy migrant’ effect in terms of in-
fant outcomes has been shown among certain migrant
populations, such effects could be lost with increasing
exposure to the host country [18]. A proxy measure for
the degree of exposure to the receiving country is the
length of residence in the receiving country [19]. Longer
length of residence has been associated to both risk fac-
tors and protective factors for PTD [20-23]. In preg-
nancy, length of residence has been associated to
adverse maternal behaviour such as smoking [18,24].
Studies across generations of migrant origin to the US
have shown that PTD or low birth weight rates rates
among immigrant populations tend to converge towards
the pattern observed in the native-born population [6].
A study from Canada found that the risk of PTD in-
creased with longer length of residence and exceeded
the risk among non-immigrants after 10 years of resi-
dence [25]. One Danish study found a U-shaped associ-
ation between PTD and the length of residence [11].
Few studies of migrants to Europe have included length
of residence in the study of PTD, and none of these
studies have differentiated between PTD subtypes.
Facing a steep increase in births to immigrant women
in Europe, this study aimed to determine if the risk of
spontaneous and non-spontaneous preterm delivery in
Norway vary according to the length of residence andLength of residence
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Figure 1 Study diagram.the country of birth. We hypothesised that with longer
length of residence in Norway, migrants’ risk of both
spontaneous and non-spontaneous PTD subtypes would
increase and potentially surpass the risks in the receiving
population. Furthermore, we speculated that the effect
of length of residence on the risk of PTD subtypes could
be mediated by changes in maternal and fetal morbidity
and might be modified by demographic characteristics,
enabling identification of subgroups at sustained ele-
vated risk (Figure 1).
Methods
Data sources
We linked birth and immigration data for all births occur-
ring during a 20 year period among the six largest immi-
grant groups and used births among non-immigrants as
the reference. Norway was a suitable setting for this study
because nearly all births in this country occur within the
public health sector. We matched birth records dated be-
tween January 1st, 1990, and December 31st, 2009, from
the Medical Birth Registry of Norway (MBRN) with files
from the National Population Register. The birth registry
includes demographic data, information on maternal
health before and during pregnancy, gestational length at
birth and birth outcomes. The National Population Regis-
ter contain information on the mother’s country of birth
and country of origin, her first date of immigration to
Norway and her education level. Unique personal identifi-
cation numbers enabled linking of the two sets of registry
data. The MBRN granted access to the birth data and the
Regional Ethics Committee of Norway East approved the
linkage to the Population Registry.
Study population
We extracted data from records of singleton births among
non-immigrant women and among immigrant women
from six countries outside Scandinavia, which enabled anternal morbidity
etal morbidity
ternal smoking
Period of arrival
Age at migration
Preterm birth
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that occurred at <28 completed gestational weeks (0.4%)
and births that occurred before registered immigration
(1.5%). We further excluded cases that were missing infor-
mation on gestational length (3.8%) and cases with im-
probable birthweights based on gestational length and sex
(z-scores >4 standard deviations (SDs) away from the ma-
jority standard; 0.5%) [26]. The final sample included 40
709 births among immigrants and 868 832 births among
non-immigrants. The six minority groups comprised
mothers from Pakistan (n = 10 096), Somalia (n = 8 094),
Vietnam (n = 6 336), Iraq (n = 5 879), Sri Lanka (n = 5235)
and the Philippines (n = 5 069).
Outcome measures
PTD was defined as delivery between completed gesta-
tional week 22 + 0 days and week 36 + 6 days. We clas-
sified PTD by mode of onset into ‘spontaneous PTD’
or ‘non-spontaneous PTD.’ Non-spontaneous PTD in-
cluded births that required medically induced labor or
a cesarean section before labor. Spontaneous PTD in-
cluded births that began spontaneously, including pre-
term labor or prelabor rupture of membranes. Between
1990 and 1998, gestational length was determined
based on the last menstrual period (LMP) reported at
the first antenatal visit. From 1999 onward, findings
from an early second-trimester routine ultrasound
were primarily used (97.5%) to determine gestational
length, and the LMP was used when ultrasound data
were unavailable [27].
Main exposures
The main exposures were country of birth and length of
residence. Country of birth was the country where the
woman’s mother resided at the time of delivery. Length
of residence was calculated as the interval between the
year of first immigration to Norway and the year of de-
livery. In the final analyses the length of residence was
categorized as 0–4, 5–9, 10–14 or ≥15 years. The first
category (0–4 years) was further subdivided into <2 years
and ≥2 years; however, estimates were the same for the
two subcategories, so the subcategories were subse-
quently collapsed.
Covariates
Based on the available literature, we selected co-factors as-
sociated with the length of residence and PTD [2,28]. We
extracted data on the following variables:
 year of infant’s delivery
 period of births, categorized as ‘1990-1998’ and
‘1999-2009’
 maternal age at the time of delivery, in years
 parity, defined as the number of previous deliveries the size of the labor unit, as proxy for urban/rural
residence
 maternal smoking status before/ during pregnancy
 age at migration, categorized as quartiles
 period of arrival, categorized as ‘<1993’ or ‘≥1993’
 gestational or pregestational diabetes
 hypertensive disorders, including pregnancy-induced
hypertension, preeclampsia and eclampsia
 placenta previa
 placental abruption
 major birth defects
 small- for-gestational age (SGA) and large-for-
gestational age (LGA) infants (5th and 95th percen-
tiles, respectively, of the majority standard) as prox-
ies for abnormal fetal growth [26].
Statistical methods
The means of the covariates were compared using the t-
test/analysis of variance (ANOVA). Categorical covariates
were compared using the χ2 test and the χ2 test for trends.
To directly assess the relative risks (RRs) of the outcomes
with 95% confidence intervals (CIs) we used univariable
and multivariable Poisson regression in generalized linear
models to estimate the associations between the length of
residence and subtypes of PTD. Robust variance estimator
(Huber-White) was applied to the models to adjust for data
dependencies in mothers who gave birth more than once.
See Tables 1 and 2 for categorizations of the covariates.
First, we compared non-immigrants with immigrants
with various lengths of residence. In the first model, we
adjusted for demographic covariates which included the
year of delivery, maternal age, parity and the size of the
labor unit. In the second model, we adjusted for maternal
and fetal health-related covariates which included gesta-
tional and pregestational diabetes, hypertensive disorder,
smoking (‘yes’, ‘no’ and ‘undisclosed’), placenta disorders,
SGA, LGA and major birth defects. Second, we applied
the same models to immigrants only, where we also in-
cluded the country of birth in the model. We used recent
immigrants (0–4 years) as the reference. For these ana-
lyses among immigrants only, we needed a country refer-
ence group and chose Iraqi women, as this group had
similar PTD rates as Norwegian women. Due to the rela-
tionships between age at the time of immigration, the year
of arrival and the covariates already in the model, these
variables were added separately to the model as categor-
ical covariates; however, the pattern of the results
remained unchanged. Interaction terms between the
length of residence and age at immigration and between
the length of residence and the country of birth were not
significant. Models were checked for goodness of fit. A
two-sided p-value of 0.05 was considered statistically sig-
nificant. The analyses were conducted using SPSS version
20 (IBM Corp., Armonk, NY, USA).
Table 1 Demographic covariates in non-immigrants and in immigrants, by the length of residence, Norway 1990-2009
Non-immigrants Immigrants Immigrants by the length of residence (years)
Births (%) 868 832 (95.5%) 40 709 (4.5%) 20 074 (49.3%) 11 077 (27.2%) 4926 (12.1%) 4632 (11.4%)
0-4 5-9 10-14 ≥15
% % % % % % Pa
Country of origin <0.001
Iraq 14.4 20.0 12.9 6.9 2.1
Pakistan 24.8 19.0 22.1 31.2 49.5
Philippines 12.5 14.6 11.6 10.4 7.2
Somalia 19.9 22.3 24.5 14.4 4.2
Sri Lanka 12.9 12.7 15.7 13.7 5.9
Vietnam 15.6 11.4 13.2 23.3 31.0
Period of birth <0.001
1990-1998 46.1 29.5* 31.0 31.8 30.0 17.4
1999-2009 53.9 70.5 69.0 68.2 70.0 82.6
Age at migration <0.001
<20 years 24.5 7.7 20.9 46.6 86.5
≥20 years 75.1 92.3 79.1 53.4 13.5
Period of arrival <0.001
Before 1993 37.4 16.6 36.0 69.4 97.1
1993 onwards 62.6 83.4 64.0 30.6 2.9
Maternal age (y) <0.001
<20 2.7 2.2* 2.8 1.6 1.9 1.0
20-24 17.3 21.1 28.9 12.9 12.9 15.9
25-29 35.2 34.5 37.4 35.0 23.9 31.7
30-34 30.6 27.4 21.8 33.7 34.8 28.4
35-39 12.2 12.1 7.6 14.2 21.6 17.0
≥40 1.9 2.7 1.5 2.5 5.0 6.0
Parity <0.001
0 41.2 34.1* 46.6 18.7 21.9 29.9
1 36.0 29.4 30.0 30.7 24.1 28.8
≥2 22.8 36.5 23.3 50.6 54.0 41.3
Education level <0.001
<12 years 56.3 56.1* 44.5 62.8 74.5 70.9
≥12 years 43.6 12.0 8.7 12.1 14.9 23.2
missing 0.1 31.9 46.8 25.1 10.6 5.9
Size of labor unit <0.001
<1500 37.6 15.6* 21.4 12.7 8.6 5.0
1500-2999 28.1 30.8 31.2 30.2 32.0 29.5
≥3000 34.3 53.6 47.4 57.1 59.4 65.5
*Different from non-immigrants (χ2 test with P < 0.05). aAssociated to the length of residence (χ2 test with P < 0.05).
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An application of the models to live births only did not
change the pattern of results; this was also the case when
we excluded major birth defects and when we restricted the
sample to women living in the capital area. To reduce bias
arising from the change in the method of determininggestational length, we limited the analyses to 1999–2009,
which did not change the association pattern either. More-
over, in the analyses limited to immigrants, we stratified by
early (gestational weeks 22–31) and late (gestational weeks
32–36) PTD to assess whether the relationship with the
length of residence remained consistent.
Table 2 Maternal and fetal health-related covariates in non-immigrants and in immigrants, by the length of residence,
Norway 1990-2009
Non-immigrants Immigrants Immigrants by the length of residence (years)
Births (%) 868 832 (95.5%) 40 709 (4.5%) 20 074 (49.3%) 11 077 (27.2%) 4926 (12.1%) 4632 (11.4%)
0-4 5-9 10-14 ≥15
% % % % % % Pa
Term gestational days, mean (SD)b 282 (9.0) 280 (9.4) 280 (9.4) 280 (9.3) 279 (9.1) 278 (9.0) <0.001
Gestational diabetes 0.7 2.6* 1.7 3.1 3.3 4.3 <0.001
Pregest. diabetes 0.5 1.1* 0.6 1.2 1.9 2.2 <0.001
Hypertensive disorders 5.2 3.6* 3.3 3.5 4.5 4.2 <0.001
Abruptio placentae 0.5 0.5 0.5 0.4 0.5 0.5 0.829
Placenta previa 0.2 0.3* 0.3 0.4 0.3 0.5 0.235
SGAc 4.2 9.2* 9.7 8.1 8.0 10.3 <0.001
LGAd 6.3 3.0* 2.5 3.5 4.2 2.8 <0.001
Major birth defects 2.4 2.4 2.4 2.5 2.3 2.6 0.714
Smokinge <0.001
Yes 18.9 1.6* 1.2 1.2 2.4 3.1
No 61.6 67.0 68.5 66.2 65.9 63.9
Not disclosed 19.5 31.4 30.3 32.6 31.7 33.0
*Different from non-immigrants (χ2 test with P < 0.05). aAssociated to the length of residence, (χ2 test with P < 0.05). bTerm gestational days with standard
deviation was calculated for term infants with spontaneous labor onset. cSGA, small-for-gestational age infant, 5th percentile. dLGA, large-for-gestational age infant,
95th percentile. eSmoking was available from 1999 onwards.
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Demographic and health related characteristics
Immigrants differed from non-immigrants with respect
to demographic covariates and these characteristics were
also associated with the length of residence (Table 1).
The number of births in each minority group varied
with the length of residence, reflecting changes in migra-
tion patterns to Norway over the 20-year period. The six
minority groups analyzed comprised 2.6% of births in
Norway in 1990 and 7.4% of births in 2009. Women
from Pakistan and Vietnam had the highest proportion
of the longest residencies (≥15 years) before delivery,
while women from Somalia and Iraq had the highest
proportion of the shortest residencies (0–4 years). Ma-
ternal and fetal health-related covariates associated with
immigrants’ length of residence were gestational dia-
betes, pregestational diabetes, hypertensive disorder and
an SGA or LGA infant (Table 2). There were significant
differences in the gestational length at term between
country groups (Table 3). Five of the six minority groups
had a shorter mean gestational length in term spontan-
eous births compared with non-immigrants. Vietnamese
women had the shortest gestational length, which was
6 days shorter than the longest gestational length, which
was observed among Somali women. Gestational and
pregestational diabetes and giving birth to an SGA infant
were more common among most immigrant groups,
whereas hypertensive disorders and giving birth to an
LGA infant occurred less often in immigrants comparedwith non-immigrants (Tables 2 and 3). In univariate ana-
lyses, the risk factors for PTD were mainly similar for
immigrants and non-immigrants, except for the level of
education, where a high education level was protective
among non-immigrants, whilst there was no association
between education level and PTD among immigrants
(data not shown).
Overall PTD rates
Over the period under study, 48 191 cases of PTD were
noted. Among both immigrants and non-immigrants,
70% of cases of PTD were classified as spontaneous, and
86% were classified as late PTD (weeks 32–36). Overall,
the PTD rate was 29% higher among immigrants (6.8%)
compared with non-immigrants (5.2%, Table 4). This dif-
ference was due to an increased rate of both subtypes of
PTD. Filipino women were most likely to experience
PTD, with a 52% increased rate compared with non-
immigrants, whereas Somali women were the least likely
to experience PTD.
Spontaneous PTD
The observed spontaneous PTD rate among immi-
grants was 21-57% higher across all categories of resi-
dence compared with the rate among non-immigrants
(Table 4). Rates were stable across the length-of-
residence categories among women from four of six
countries; the exceptions were Sri Lankan women
(among whom the rate increased) and Vietnamese
Table 3 Demographic and obstetric covariates by maternal country of birth, Norway 1990–2009
Non-immigrants Immigrants
n = 868 832 Pakistan n = 10 096 Somalia n = 8094 Vietnam n = 6336 Iraq n = 5879 Sri Lanka n = 5235 Philippines n = 5069
% % % % % % %
Period of birth
1990-1998 46.1 40.4* 16.8* 38.8* 8.7* 37.7* 32.3*
1999-2009 53.9 59.6 83.2 61.2 91.3 62.3 67.7
Age at migration
<20 years 38.5 17.0 40.4 16.3 15.4 11.1
≥20 years 61.5 83.0 59.6 83.7 84.6 88.9
Period of arrival
Before 1993 56.3 17.1 62.5 6.9 37.6 36.4
1993 onwards 43.7 82.9 37.5 93.1 62.4 63.6
Maternal age (y)
<20 2.7 2.1* 3.1* 1.8* 3.6* 1.0* 0.9*
20-24 17.3 27.8 20.6 20.6 22.7 15.5 13.3
25-29 35.2 35.4 33.6 35.9 32.5 37.1 31.8
30-34 30.6 23.2 26.5 27.1 26.9 32.0 33.0
35-39 12.2 9.2 12.8 11.8 11.8 12.7 17.2
≥40 1.9 2.2 3.5 2.8 2.6 1.8 3.7
Parity
0 41.2 28.8* 23.4* 39.8* 35.6* 41.0 45.9*
1 36.0 26.0 21.8 33.3 29.2 37.1 35.5
≥2 22.8 45.2 54.9 26.9 35.1 21.9 18.6
Education level
<12 years 56.3 58.5 60.7 67.0 42.9 64.6 37.0
≥12 years 43.6 7.3* 3.8* 13.8* 10.9* 15.1* 30.2*
missing 0.1 34.3 35.4 19.2 46.2 20.2 32.7
Size of labor unit
<1500 37.6 1.5* 18.6* 11.7* 17.7* 23.1* 33.6*
1500-2999 28.1 33.0 30.3 38.7 32.5 19.5 27.1
≥3000 34.3 65.4 51.2 49.6 49.8 57.3 39.3
Term gestational days, mean (SD)a 282 (9.0) 279* (9.0) 283* (9.3) 277* (9.3) 280* (8.7) 278* (9.7) 278* (9.0)
Gest.diabetes 0.7 3.4* 1.6* 1.5* 1.7* 5.4* 2.1*
Pregest. diabetes 0.5 1.6* 0.7 0.5 1.0* 1.8* 0.8*
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Table 3 Demographic and obstetric covariates by maternal country of birth, Norway 1990–2009 (Continued)
Hypertensive disorder 5.2 3.9* 4.2* 1.8* 2.8* 3.7* 5.3
Abruptio placenta 0.5 0.4 0.5 0.5 0.4 0.6 0.5
Placenta previa 0.2 0.2 0.2 0.3 0.3 0.3 0.9*
SGAb 4.2 12.4* 8.5* 9.0* 6.9* 10.4* 5.3*
LGAc 6.3 2.5* 3.3* 2.3* 3.1* 3.1* 4.4*
Major birth defect 2.4 2.8* 2.7 1.6* 2.7 2.3 2.0
Smokingd
Yes 18.9 0.6* 1.6* 2.0* 2.1* 0.3* 3.4*
No 61.6 62.1 62.9 71.0 69.6 69.2 72.5
Not disclosed 19.5 37.3 35.4 27.0 28.3 30.5 24.1
*Different from non-immigrants (χ2 test with P < 0.05).
aTerm gestational days with standard deviation was calculated in term infants with spontaneous labor onset.
bSGA, small-for-gestational age infant, 5th percentile.
cLGA, large-for-gestational age infant, 95th percentile.
dLGA, large-for-gestational age infant, 95th percentile.
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Table 4 Rates of preterm delivery (PTD) and subtypes among non-immigrants, and immigrants by length of residence
PTD Spontaneous PTDa Non-spontaneous PTDb
Births Cases By the length of residence (years) Cases By the length of residence (years) Cases By the length of residence (years)
0-4 5-9 10-14 ≥15 Pc 0-4 5-9 10-14 ≥15 Pc 0-4 5-9 10-14 ≥15 Pc
Population group n n % % % % % n % % % % % n % % % % %
Non-immigrants 868 832 45 438 5.2 31 492 3.6 13 946 1.6
All immigrants 40 709 2753 6.8 6.4 6.4 7.3 8.8 <0.001 1935 4.8 4.8 4.4 4.6 5.7 0.089 818 2.0 1.6 2.0 2.7 3.1 <0.001
Immigrants by country of birth:
Iraq 5879 308 5.2 5.4 4.6 6.7 3.1 0.691 221 3.8 4.0 3.0 4.4 2.1 0.259 87 1.5 1.4 1.6 2.3 1.0 0.296
Pakistan 10 096 774 7.7 7.0 7.2 7.7 9.3 0.001 493 4.9 4.9 4.5 4.5 5.6 0.256 281 2.8 2.1 2.7 3.2 3.7 <0.001
Phillippines 5069 404 8.0 6.9 8.6 9.7 11.9 <0.001 297 5.9 5.3 6.4 7.2 6.6 0.066 107 2.1 1.6 2.2 2.5 5.4 <0.001
Somalia 8094 407 5.0 5.0 4.4 5.3 12.8 0.026 252 3.1 3.4 2.4 2.7 7.7 0.857 155 1.9 1.6 2.0 2.7 5.1 <0.001
Sri Lanka 5235 386 7.4 6.1 7.9 9.6 10.5 <0.001 273 5.2 4.5 5.5 5.8 8.4 0.006 113 2.2 1.5 2.4 3.8 2.2 0.003
Vietnam 6336 474 7.5 9.3 6.8 5.7 6.8 0.001 399 6.3 8.2 6.1 4.3 5.0 <0.001 75 1.2 1.0 0.7 1.4 1.7 <0.001
aSpontaneous PTD included births <37 completed gestational weeks with spontaneous labor onset or with prelabour rupture of membranes.
bNon-spontaneous PTD included births <37 completed gestational weeks with onset by induced labor or by cesarean section.
cχ2 test for trend by categories of length-of-residence.
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http://www.biomedcentral.com/1471-2393/14/239women (among whom the rate decreased). Spontaneous
PTD was most frequent among Vietnamese women (6.3)
and the least frequent among Somali women (3.1), whilst
the rate was 3.6 among non-immigrants. Although Somali
women with the longest residencies (≥15 years) had a high
spontaneous PTD rate of 7.7, this trend was non-
significant across the length of residence. The spontan-
eous PTD rate was inversely related to the mean gesta-
tional length, in days, in term births in each minority
group (R2 = 0.905, p < 0.001; Figure 2).
In adjusted models, the likelihood of spontaneous
PTD among immigrants remained 20-60% higher than
among non-immigrants across all categories of residence
(Figure 3). This pattern persisted in analyses limited to
immigrants only (Table 5). Significant disparities by
country of birth remained.
Non-spontaneous PTD
The observed non-spontaneous PTD rate among immi-
grants increased with the length of residence (p trend
<0.001, Table 4). This pattern was found in women from
four of the six countries; the exception was for Sri Lankan
and Iraqi women; for the latter group a low number of
cases destabilized the rate among the longest length-of-
residence category. Overall, the observed non-spontaneous
PTD rate was highest among Pakistani women (2.8) and
lowest among Vietnamese women (1.2), whereas the rate
was 1.6 among non-immigrants. The observed non-
spontaneous rates by country group were not associated to
the average gestational length (data not shown).
Also in adjusted models the likelihood of experiencing
non-spontaneous PTD increased linearly with longerR2 = 0.905
p<0.001
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Figure 2 The relationship between the spontaneous preterm
delivery (PTD) rate and gestational days at term according to
the country of birth. Term pregnancies included births at ≥37
completed gestational weeks with spontaneous labor onset.length of residence (p trend <0.001, Figure 3). After
adjusting for demographic factors, recent immigrants
(residence of 0–4 years) had similar chances of experien-
cing non-spontaneous PTD as non-immigrants, whereas
immigrants with lengths of residence of 5–9 years, 10–
14 years and ≥15 years had 18% (aRR 1.18, 95% CI
1.03,1.35), 43% (aRR 1.43, 95% CI 1.20,1.71) and 66%
(aRR 1.66, 95% CI 1.41,1.96) increased chances, respect-
ively, of experiencing non-spontaneous PTD (Figure 3).
When we additionally adjusted for health-related covari-
ates, the effect measures were reduced, mainly due to
the inclusion of pregestational diabetes and hypertensive
disorders. These conditions were positively associated
with increasing length of residence in the adjusted
model.
In the models that included immigrants alone, we ob-
served a similar pattern of results, even after adjusting for
the country of birth (Table 5). Relative to immigrants with
residence of 0–4 years there was a significant trend with
increasing length of residence for non-spontaneous PTD,
but not for spontaneous PTD. The association with resi-
dence was even stronger for early non-spontaneous PTD
(weeks 22–31), which was 33-203% more likely among
women with residence ≥5 years. In contrast, the results
for late (weeks 32–36) non-spontaneous PTD did not dif-
fer from those of the overall analyses.PTD rates according to gestational length determination
During the later period of the study, when we had infor-
mation on gestational length that was determined using
both dating methods, PTD rates among immigrants
were 7.5% based on the LMP dating and 6.2% based on
ultrasound dating (p < 0.001) (data not shown). The dif-
ference was due to a 21% reduction in spontaneous PTD
rates, whereas non-spontaneous PTD rates were un-
affected. Among non-immigrants, the PTD rate did not
differ by dating method (both were 5.3%) (data not
shown).Discussion
Main findings
In this study, we compared the risk of spontaneous and
non-spontaneous PTD among immigrants according to
their time in residence with the risk of PTD among the
majority population. Our results show that immigrants
overall were more likely to experience either PTD subtype
than non-immigrants. However, only non-spontaneous
PTD was positively associated with length of residence.
Among recent immigrants (residence <5 years), the risk of
non-spontaneous PTD was similar to the risk among non-
immigrants, whereas the risk increased by 18-66% with
lengths of residence ≥5 years. Conversely, the risk of spon-
taneous PTD was not mitigated by length of residence,
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Figure 3 The estimated relative risks of spontaneous and non-spontaneous preterm delivery (PTD) in non-immigrants (reference line)
and in immigrants by length of residence. The model adjusting for demographic factors included year of delivery, maternal age, parity and
size of labor unit. The model adjusting for demographic and health factors included all demographic factors as well as gestational and
pregestational diabetes, hypertensive disorder, smoking, small- and large-for-gestational age infant and major birth defects.
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of pregnancy in term births.
Increasing risk of non-spontaneous PTD across migrants’
length of residence
The influence of the length of residence on the likeli-
hood of experiencing non-spontaneous PTD was robust
across subanalyses and was independent of the age at
immigration and the period of arrival. A trend in overall
PTD was also present, consistent with findings from
Canada [25,29]. However, in our study, no subgroup of
immigrants had lower risks of PTD than the host popu-
lation, thus we did not find any evidence of a ‘healthy
migrant’ effect. This could be due to the particular char-
acteristics of immigrants that arrive to Norway. Unlike
countries such as Canada, Norway did not allow un-
skilled labour immigration between 1975 and 1994, at
which point Norway became associated to the European
Union Single market [30]. Thus, there might have been
less pressure towards selection to migration to Norway
in comparison to other receiving countries. As to recent
immigrants, we did not confirm an elevated PTD risk, as
reported from Denmark [11].
We found that the association between the length of
residence and non-spontaneous PTD was mainly ex-
plained by an increase in maternal and fetal risk factors.
Of these, diabetes and hypertensive disorder had the
strongest influence. In the general population, studies
from the US have shown increasing occurrence of dia-
betes [22], obesity [21] and cardiovascular risk factors[23] across immigrants’ lengths of residence. A higher
risk of illness during pregnancy with longer length of
residence has been found in other migrant populations
[31]. In pregnancy, diabetes and hypertensive disorders
disturb the placental-fetal unit and both are common
medical indications for the interruption of pregnancy be-
fore term [32,33]. These disorders not only predispose
the infant to preterm delivery but also directly contrib-
ute to mortality. However, if our findings were simply
due to an increase in morbidity, we would expect to ob-
serve a similar association with spontaneous PTD, given
the many shared determinants of the two subtypes
[3,34]. We did not observe this pattern. Our findings
could therefore have been influenced also by a more fre-
quent detection of risk conditions among women with
longer residence. Improvements in the language skills of
immigrants, as well as more knowledge on the part of
providers, could improve communication and trust be-
tween the two. In turn, such processes are likely to affect
the reporting and referral of complications [35].
After adjusting for a range of mediating factors, and
relative to our reference of Iraqi women, Pakistani
women retained an elevated risk of having a preterm ob-
stetric intervention. This finding cannot be readily ex-
plained by our data and needs further investigation.
Among other country groups, there were no significant
differences relative to the reference.
Education level, as a proxy measure for SEP, is closely
associated to adverse infant outcome [36]. In our study,
information on maternal education level was missing
Table 5 Adjusted relative risk (RR) of preterm delivery (PTD) and subtypes among immigrants (n = 40 709)
PTD Spontaneous PTDa Non-spontaneous PTDb
Adjusted demographic
factorsc
Adjusted demographicc
and health factorsd
Adjusted demographic
factorsc
Adjusted demographicc
and health factorsd
Adjusted demographic
factorsc
Adjusted demographicc
and health factorsd
aRR [95% CI] aRR [95% CI] aRR [95% CI] aRR [95% CI] aRR [95% CI] aRR [95% CI]
Length of residence (years)
0-4 (Reference) 1.00 1.00 1.00 1.00 1.00 1.00
5-9 0.97 [0.88-1.06] 0.93 [0.85-1.02] 0.90 [0.80-1.01] 0.89 [0.80-1.00] 1.15 [0.96-1.38] 1.05 [0.88-1.25]
10-14 1.00 [0.88-1.14] 0.93 [0.83-1.05] 0.86 [0.74-1.00] 0.83 [0.72-0.97] 1.43 [1.15-1.78] 1.17 [0.94-1.67]
≥15 1.22 [1.08-1.38] 1.10 [0.98-1.24] 1.07 [0.92-1.24] 1.03 [0.90-1.20] 1.68 [1.34-2.10] 1.28 [1.02-1.61]
P trend 0.012 0.391 0.883 0.516 <0.001 0.018
Country of birth
Iraq (Reference) 1.00 1.00 1.00 1.00 1.00 1.00
Pakistan 1.29 [1.12-1.48] 1.26 [1.10-1.45] 1.16 [0.99-1.37] 1.20 [1.02-1.42] 1.57 [1.21-2.04] 1.37 [1.06-1.76]
Phillippines 1.41 [1.22-1.64] 1.32 [1.14-1.53] 1.48 [1.24-1.76] 1.43 [1.19-1.70] 1.25 [0.94-1.68] 1.08 [0.81-1.44]
Somalia 0.95 [0.82-1.10] 0.89 [0.77-1.03] 0.82 [0.69-0.98] 0.82 [0.68-0.98] 1.26 [0.97-1.64] 1.07 [0.83-1.38]
Sri Lanka 1.31 [1.13-1.52] 1.29 [1.11-1.50] 1.32 [1.10-1.58] 1.34 [1.11-1.60] 1.27 [0.95-1.69] 1.20 [0.90-1.59]
Vietnam 1.26 [1.09-1.46] 1.38 [1.19-1.59] 1.53 [1.28-1.81] 1.60 [1.35-1.89] 0.64 [0.47-0.89] 0.81 [0.59-1.12]
aSpontaneous PTD included births <37 completed gestational weeks with spontaneous labor onset or with prelabour rupture of membranes.
bNon-spontaneous PTD included births <37 completed gestational weeks with onset by inducted labor or by cesarean section.
cDemographic factors included the length of residence, country of birth, year of delivery, maternal age at delivery, parity and size of labor unit.
dHealth factors included gestational and pre-gestational diabetes, hypertensive disorders, placenta disorders, major birth defects, maternal smoking and small- and large-for-gestational age infants.
Bold text indicates significant difference relative to the reference.
Sørbye
et
al.BM
C
Pregnancy
and
Childbirth
2014,14:239
Page
11
of
14
http://w
w
w
.biom
edcentral.com
/1471-2393/14/239
Sørbye et al. BMC Pregnancy and Childbirth 2014, 14:239 Page 12 of 14
http://www.biomedcentral.com/1471-2393/14/239among a high proportion of recent immigrants. Educa-
tion level is not routinely registered among migrants
upon arrival in Norway, but is gathered by question-
naires at a later stage, which explains this finding. The
covariate was not included in the final models, as educa-
tion level among immigrants was not a predictor for
PTD in univariable analyses. This does not mean that
there is an absence of a socioeconomic gradient in PTD
among foreign-born women, but rather that the mater-
nal educational level does not capture it in the same
way as among native-born women [33,37].
Elevated risk of spontaneous PTD among migrants
irrespective of the length of residence
Spontaneous PTD receives a great deal of attention be-
cause it constitutes the majority of PTD cases [38]. Our
results indicate that spontaneous PTD has limited value
as an indicator of adverse neonatal outcome in ethnically
mixed populations. After adjusting for a range of mediat-
ing factors and relative to our reference of Iraqi women,
Vietnamese, Philippine, Sri Lankese and Pakistani women
retained an elevated risk of having a spontaneous PTD.
These minority groups in our sample were more likely to
be registered as having experienced spontaneous PTD for
two reasons. First, the likelihood of being classified as pre-
term for most minority groups corresponded with the
mean duration of pregnancy in term births, suggesting a
bias in the use of a uniform cut-off point for PTD. Second,
a change in gestational age dating from ultrasound to
LMP dating resulted in inflated PTD rates among immi-
grants, confirming previous findings among non-white
women [39]. The change in dating method did not affect
non-immigrants, which is consistent with previous find-
ings that a change from LMP to ultrasound dating slightly
increased rather than decreased the PTD rate [40,41]. As
gestational length has a strong genetic basis, this contrib-
uted to the persisting high spontaneous PTD rates we
found in several minority groups. Somali women retained
the lowest risk of all minority groups, which again is likely
to be influenced by their longer duration of pregnancy
compared to other groups.
Strengths and limitations of the study
The strengths of this study include the population-based
design, with minimal selection bias; the high quality and
completeness of the data on exposures (length of residence
and country of birth); and the ability to distinguish be-
tween the modes of labor onset. The study included births
over a 20 year period and although there was a secular in-
crease in preterm caesarean section over this period due to
improvements in neonatal care, these changes were ad-
justed for. Additionally, differential misclassification of the
modes of labor onset and the occurrence of preterm prela-
bor rupture of membranes is believed to be minimal andunlikely to affect the observed associations. However, the
present study also had limitations. First, we did not have
information on covariates such as maternal height, BMI
and previous PTD. In addition, the routine registration of
maternal and fetal morbidity can be suboptimal; however,
a validation of pregestational diabetes and hypertensive dis-
orders in the MBRN was found to be satisfactory [42,43].
Of SEP indicators, we only had information on maternal
education level, and not on other indicators such as in-
come or profession. Second, effects of the length of resi-
dence can be difficult to distinguish from cohort effects
and the effect of the age at immigration; however, the asso-
ciations found remained when controlling for these factors.
Pakistani and Vietnamese women constituted a high pro-
portion of women with the longest residences; this could
have influenced the results for women in this category.
Third, the routine determination of gestational length and
fetal growth in Norway is interpreted according to majority
standards. In addition to affecting preterm rates, it also
affected classifications to SGA, and influenced the high
prevalence of SGA infants born to foreign-born mothers
[11,25]. The alternative; country- or ethnic-specific stan-
dards [44], were not available to us, and their implications
for clinical care is still controversial [15,16]. To ultimately
evaluate the clinical significance of the disparities in pre-
term subtypes, a determination of the optimal gestational
ages of specific groups in terms of infant outcomes would
be needed.
Conclusions
In this study we found that migrants’ risk of non-
spontaneous PTD increased with the length of residence
in Norway, whereas this was not the case for spontan-
eous PTD. The increased risk of non-spontaneous PTD
among immigrants with increasing length of residence
was mainly explained by an increase in registered mater-
nal and infant morbidity. This signifies that post-
migration exposures contribute to rather than decrease
the burden of preterm birth. This has implications for
clinical care regarding the primary prevention of lifestyle
and diet-associated pregnancy complications. An im-
proved detection of risk conditions as an expression of
improved obstetric care with migrants’ length of resi-
dence could also contribute to our findings; however, to
clarify this further studies of the indications for preterm
obstetric intervention is needed. Ethnic differences in
the risk of both PTD subtypes persisted in adjusted
models. The efforts to reduce the negative outcomes as-
sociated with PTD should focus on preventing the modi-
fiable causes of maternal and fetal morbidity rather than
aiming at reducing absolute PTD rates. Similar to other
studies, this study stresses the need to distinguish immi-
grants by length of residence and country of birth to
gain insights into ethnic variation in birth outcomes.
Sørbye et al. BMC Pregnancy and Childbirth 2014, 14:239 Page 13 of 14
http://www.biomedcentral.com/1471-2393/14/239Abbreviations
PTD: Preterm delivery; SGA: Small-for-gestational age infant; LGA:
Large-for-gestational age infant.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
All authors have fulfilled all conditions required for authorship. IKS, AKD and
SV designed the study. IKS analysed the data and wrote the first draft of the
manuscript. All authors contributed to the interpretation of the results,
revised further drafts, and approved the final manuscript.
Acknowledgements
This study was supported by the Norwegian Resource Centre for Women’s
Health, Women and Children’s Division, Oslo University Hospital.
Author details
1Norwegian Resource Centre for Women’s Health, Women and Children’s
Division, Oslo University Hospital, P.O. Box 4950 Nydalen, Oslo 0424, Norway.
2Norwegian Institute of Public Health, Oslo, Norway. 3Department of Global
Public Health and Primary Care, University of Bergen, Bergen, Norway.
4Institute of Health and Society, University of Oslo, Oslo, Norway.
Received: 25 April 2014 Accepted: 18 July 2014
Published: 21 July 2014
References
1. Ananth CV, Joseph KS, Oyelese Y, Demissie K, Vintzileos AM: Trends in
preterm birth and perinatal mortality among singletons: United States,
1989 through 2000. Obstet Gynecol 2005, 105:1084–1091.
2. Goldenberg RL, Culhane JF, Iams JD, Romero R: Epidemiology and causes
of preterm birth. Lancet 2008, 371:75–84.
3. Berkowitz GS, Blackmore-Prince C, Lapinski RH, Savitz DA: Risk factors for
preterm birth subtypes. Epidemiology 1998, 9:279–285.
4. Savitz DA, Dole N, Herring AH, Kaczor D, Murphy J, Siega-Riz AM, Thorp JM
Jr, MacDonald TL: Should spontaneous and medically indicated preterm
births be separated for studying aetiology? Paediatr Perinat Epidemiol
2005, 19:97–105.
5. Gagnon AJ, Zimbeck M, Zeitlin J: Migration and perinatal health
surveillance: an international Delphi survey. Eur J Obstet Gynecol Reprod
Biol 2010, 149:37–43.
6. Guendelman S, Gould JB, Hudes M, Eskenazi B: Generational differences in
perinatal health among the Mexican American population: findings from
HHANES 1982–84. Am J Public Health 1990, 80(Suppl):61–65.
7. Urquia ML, Glazier RH, Blondel B, Zeitlin J, Gissler M, Macfarlane A, Ng E,
Heaman M, Stray-Pedersen B, Gagnon AJ, ROAM collaboration: International
migration and adverse birth outcomes: role of ethnicity, region of origin
and destination. J Epidemiol Community Health 2010, 64:243–251.
8. Zeitlin J, Bucourt M, Rivera L, Topuz B, Papiernik E: Preterm birth and
maternal country of birth in a French district with a multiethnic
population. BJOG 2004, 111:849–855.
9. Stoltenberg C, Magnus P: Children with low birth weight and low
gestational age in Oslo, Norway: immigration is not the cause of
increasing proportions. J Epidemiol Community Health 1995, 49:588–593.
10. Rasmussen F, Oldenburg CE, Ericson A, Gunnarskog J: Preterm birth and
low birthweight among children of Swedish and immigrant women
between 1978 and 1990. Paediatr Perinat Epidemiol 1995, 9:441–454.
11. Pedersen GS, Mortensen LH, Gerster M, Rich-Edwards J, Andersen AM: Pre-
term birth and birthweight-for-gestational age among immigrant
women in Denmark 1978–2007: a nationwide registry study.
Paediatr Perinat Epidemiol 2012, 26:534–542.
12. Schaaf JM, Liem SM, Mol BW, Abu-Hanna A, Ravelli AC: Ethnic and racial
disparities in the risk of preterm birth: a systematic review and meta-
analysis. Am J Perinatol 2013, 30:433–450.
13. Shiono PH, Klebanoff MA: Ethnic differences in preterm and very preterm
delivery. Am J Public Health 1986, 76:1317–1321.
14. Papiernik E, Alexander GR, Paneth N: Racial differences in pregnancy duration
and its implications for perinatal care. Med Hypotheses 1990, 33:181–186.15. Kierans WJ, Joseph KS, Luo ZC, Platt R, Wilkins R, Kramer MS: Does one size
fit all? The case for ethnic-specific standards of fetal growth.
BMC Pregnancy Childbirth 2008, 8:1.
16. Hutcheon JA, Zhang X, Platt RW, Cnattingius S, Kramer MS: The case against
customised birthweight standards. Paediatr Perinat Epidemiol 2011, 25:11–16.
17. Patel RR, Steer P, Doyle P, Little MP, Elliott P: Does gestation vary by
ethnic group? A London-based study of over 122,000 pregnancies
with spontaneous onset of labour. Int J Epidemiol 2004, 33:107–113.
18. Guendelman S, English PB: Effect of United States Residence on Birth
Outcomes among Mexican Immigrants: An Exploratory Study. Am J
Epidemiol 1995, 142:S30–S38.
19. Gagnon AJ, Zimbeck M, Zeitlin J, Alexander S, Blondel B, Buitendijk S,
Desmeules M, Di Lallo D, Gagnon A, Gissler M, Glazier R, Heaman M, Korfker
D, Macfarlane A, Ng E, Roth C, Small R, Stewart D, Stray-Pederson B, Urquia
M, Vangen S, Zeitlin J, Zimbeck M: Migration to western industrialised
countries and perinatal health: a systematic review. Soc Sci Med 2009,
69:934–946.
20. Østby L: In Norway’s population groups of developing countries’ origin: change
and integration. http://www.ssb.no/befolkning/artikler-og-publikasjoner/
_attachment/103718?_ts=13d6d5b6cc8.
21. Goel MS, McCarthy EP, Phillips RS, Wee CC: Obesity among US immigrant
subgroups by duration of residence. JAMA 2004, 292:2860–2867.
22. Oza-Frank R, Stephenson R, Narayan KM: Diabetes prevalence by length of
residence among US immigrants. J Immigr Minor Health 2011, 13:1–8.
23. Koya DL, Egede LE: Association between length of residence and
cardiovascular disease risk factors among an ethnically diverse group of
United States immigrants. J Gen Intern Med 2007, 22:841–846.
24. Hawkins SS, Lamb K, Cole TJ, Law C: Influence of moving to the UK on
maternal health behaviours: prospective cohort study. BMJ 2008,
336:1052–1055.
25. Urquia ML, Frank JW, Moineddin R, Glazier RH: Immigrants’ duration of
residence and adverse birth outcomes: a population-based study.
BJOG 2010, 117:591–601.
26. Skjaerven R, Gjessing HK, Bakketeig LS: Birthweight by gestational age in
Norway. Acta Obstet Gynecol Scand 2000, 79:440–449.
27. Medical Birth Registry of Norway. http://www.fhi.no/helseregistre/
medisinsk-fodselsregister.
28. Slattery MM, Morrison JJ: Preterm delivery. Lancet 2002, 360:1489–1497.
29. Urquia ML, Frank JW, Moineddin R, Glazier RH: Does time since
immigration modify neighborhood deprivation gradients in preterm
birth? A multilevel analysis. J Urban Health 2011, 88:959–976.
30. Brockmann G, Kjeldstadli K: A history of immigration. The case of Norway
900–2000. Oslo: Universitetsforlaget; 2008.
31. Urquia ML, O’Campo PJ, Heaman MI: Revisiting the immigrant paradox in
reproductive health: the roles of duration of residence and ethnicity.
Soc Sci Med 2012, 74:1610–1621.
32. Ananth CV, Vintzileos AM: Medically indicated preterm birth: recognizing
the importance of the problem. Clin Perinatol 2008, 35:53–67.
33. James-Todd T, Janevic T, Brown FM, Savitz D: Race/ethnicity, educational
attainment, and pregnancy complications in New York City women with
pre-existing diabetes. Paediatr Perinat Epidemiol 2014, 28:157–165.
34. Ananth CV, Getahun D, Peltier MR, Salihu HM, Vintzileos AM: Recurrence of
spontaneous versus medically indicated preterm birth. Am J Obstet
Gynecol 2006, 195:643–650.
35. Bischoff A, Bovier PA, Rrustemi I, Gariazzo F, Eytan A, Loutan L: Language
barriers between nurses and asylum seekers: their impact on symptom
reporting and referral. Soc Sci Med 2003, 57:503–512.
36. Rom AL, Mortensen LH, Cnattingius S, Arntzen A, Gissler M, Nybo Andersen
AM: A comparative study of educational inequality in the risk of stillbirth
in Denmark, Finland, Norway and Sweden 1981–2000. J Epidemiol
Community Health 2012, 66:240–246.
37. Nielsen SS, Hempler NF, Krasnik A: Issues to consider when measuring and
applying socioeconomic position quantitatively in immigrant health
research. Int J Environ Res Public Health 2013, 10:6354–6365.
38. Morken NH, Kallen K, Jacobsson B: Predicting risk of spontaneous preterm
delivery in women with a singleton pregnancy. Paediatr Perinat Epidemiol
2014, 28:11–22.
39. Dietz PM, England LJ, Callaghan WM, Pearl M, Wier ML, Kharrazi M: A
comparison of LMP-based and ultrasound-based estimates of gestational
age using linked California livebirth and prenatal screening records.
Paediatr Perinat Epidemiol 2007, 21(Suppl 2):62–71.
Sørbye et al. BMC Pregnancy and Childbirth 2014, 14:239 Page 14 of 14
http://www.biomedcentral.com/1471-2393/14/23940. Blondel B, Morin I, Platt RW, Kramer MS, Usher R, Breart G: Algorithms for
combining menstrual and ultrasound estimates of gestational age:
consequences for rates of preterm and postterm birth. BJOG 2002,
109:718–720.
41. Morken NH, Vogel I, Kallen K, Skjaerven R, Langhoff-Roos J, Kesmodel US,
Jacobsson B: Reference population for international comparisons and time
trend surveillance of preterm delivery proportions in three countries.
BMC Womens Health 2008, 8:16.
42. Engeland A, Bjorge T, Daltveit AK, Vollset SE, Furu K: Validation of disease
registration in pregnant women in the Medical Birth Registry of Norway.
Acta Obstet Gynecol Scand 2009, 88:1083–1089.
43. Thomsen LC, Klungsoyr K, Roten LT, Tappert C, Araya E, Baerheim G,
Tollaksen K, Fenstad MH, Macsali F, Austgulen R, Bjørge L: Validity of the
diagnosis of pre-eclampsia in the Medical Birth Registry of Norway.
Acta Obstet Gynecol Scand 2013, 92:943–950.
44. Gardosi J, Chang A, Kalyan B, Sahota D, Symonds EM: Customised
antenatal growth charts. Lancet 1992, 339:283–287.
doi:10.1186/1471-2393-14-239
Cite this article as: Sørbye et al.: Preterm subtypes by immigrants’
length of residence in Norway: a population-based study. BMC Pregnancy
and Childbirth 2014 14:239.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
